INTRODUCTION
E rythromelanosis follicularis faciei et colli (EFFC) is a rare disorder of unknown etiology characterized by the clinical triad of erythema, hyperpigmentation and follicular plugging on the face. [1] By 2013, some 55 cases of the disease have been reported. [2] Though keratosis pilaris (KP) has been associated with EFFC in some cases, but concomitant EFFC and generalized KP has not been reported to the best of the author's knowledge. Here, the author describes a unique case of EFFC in a 12-year-old boy associated with generalized KP involving trunk and limbs.
CASE REPORT
A 12-year-old boy presented to our dermatological outpatient department with erythema, pigmentation and roughness of the cheeks since the age of 2 years. There is a history of increase in the erythema and burning sensation on exposure to sunlight. He denied any similar history in his family members.
DISCUSSION
Erythromelanosis follicularis faciei et colli is an uncommon disorder but rarely reported which classically presents with hyperpigmentation, erythema and follicular papules on the cheeks and pre-auricular areas. It was first described by Kitamura and others in Japanese patients in 1960. [1] An autosomal recessive pattern of inheritance has been proposed by some researchers while others have reported familial cases in few. Spontaneous mutation in EFFC has also been reported. [3] Recently, some authors have suggested that EFFC may be a polyetiological disorder involving familial and environmental factors and the possibility of a chromosomal instability syndrome. [4] Erythromelanosis follicularis faciei et colli has been associated with KP. Ermertcan et al. described EFFC in two brothers from Turkey associated with KP involving shoulders and extensor aspects of arms. [5] Similarly Sardana et al. have described a series of five patients of EFFC from India. Two of these patients had KP on the trunk while four of them involved legs. [6] However, the present case had KP in a generalized distribution involving back, shoulders, buttocks, thighs, legs, arms, forearms and sparsely chest, which makes this case a rare one. Some authors believe that EFFC is a clinical variant of KP as KP on the arms has been frequently associated and overlap with ulerythema ophryogenes has been described. [7] However, EFFC is differentiated from KP by the presence of pigmentation and extension on to the neck. It is also possible that in a genetically predisposed person and sunlight exposure over a span of years develop pigmentation and persistent erythema on the interfollicular skin of face and neck in EFFC. Whether EFFC is a clinical variant of KP or it is a separate entity with KP as one of its clinical features is still a topic of debate.
Histopathology in EFFC is not diagnostic though it can augment the diagnosis. The various findings on skin biopsy, which have been reported include acanthosis, hyperkeratosis, follicular plugging, increased pigmentation in the basal membrane, perivascular and periadnexal lymphocytic infiltrate. [8] However, in our case skin biopsy was not done.
The treatment modalities for EFFC have not been established yet. Various agents have been tried which include topical retinoids, ammonium lactate, hydroquinone, metronidazole, glycolic or salicylic acid peels, oral isotretinoin and pulsed dye laser. [9, 10] However, the efficacy of these has been limited so far.
CONCLUSION
As previously thought to be a rare entity, EFFC is not so rare but has been rarely reported till date. Generalized KP can occur with EFFC demanding more attention to be drawn towards the relation between the two disease entities.
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